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Introduction
The Kell blood group system is complex and has many antigens which are highly immunogenic. These antigens particularly KEL 1 are second to Rhesus D as a cause of Haemolytic Disease of the Foetus and New-born (HDFN) [1] . Antibodies that target Kell antigens can cause HDFN, as well as Haemolytic Transfusion Reactions (HTR) [2] . Anti-Kell related HDFN causes severe foetal anaemia as maternal anti-Kell target foetal RBC precursors, suppressing the foetal production of RBCs [3, 4] . The Kell blood group system was discovered in 1946 and was named after Mrs.
Kelleher, a patient who had anti-Kell antibodies and whose baby had HDFN. The Kell blood group system is important in transfusion medicine and HDFN and is considered to be one of the major human blood group antigens. Antibodies produced against Kell antigens are predominantly IgG and can cross the placental barrier, does not bind complement and therefore causes is extravascular haemolysis. KEL is highly polymorphic, has two major codominant alleles, k and K, which result from a SNP (698C→T) and the corresponding k and K antigens differ by a single amino acid change [4] [5] [6] . Individuals without Kell antigens (K0) who have formed an antibody to a K antigen must be transfused with blood from donors who are also K0 to prevent severe haemolytic transfusion reaction [2, 7] . Kell isoimmunisation is the third most common cause of HDFN after Rh and ABO. Anti-Kell causes severe foetal anaemia by suppressing foetal RBC synthesis [8] . Anti-Kell is an important cause of HDFN and tends to occur in mothers who have had several Kell incompatible blood transfusions in the past and in mothers who have been sensitized to the Kell antigen during previous pregnancies. HDFN -associated anaemia is caused by the ability of anti-K to cause the suppression of foetal production of RBCs [9] .
Unlike Rh and ABO, Kell antigens are expressed on the surface of RBC precursors, and anti-K promotes the immune destruction of K+ erythroid early progenitor cells by macrophages in the foetal liver rather than only mature foetal RBCs [10] . The RBC precursors do not contain haemoglobin and thus less bilirubin is released during the haemolysis, and jaundice in the new-born period is less common in Kell-related HDFN [11] . There is paucity of data on the prevalence of Kell phenotype among pregnant women in Sokoto, Nigeria. The risk of anti-Kell-related HDFN in Sokoto is unknown.
Therefore the present study is aimed at determining the prevalence and ethnic variations of the Kell phenotype among pregnant women in Sokoto, Nigeria. Data generated will help improve the obstetrics care offered to pregnant women in the area and may help justify the need to routinely screen pregnant women in the area for clinically significant red cell antigens. Findings from this study will also help blood bank in the area to stock optimum levels of Kell negative units for use among pregnant women and women who are of child-bearing age and are Kell antigen negative as well as those who are positive for anti-Kell antibodies that require antigen negative red cell for transfusion. 
Methods

Results
In this study, the Kell phenotype of 150 pregnant women aged 18-45 years and mean age 27.19 ±4.69 years attending antenatal clinic in UDUTH Sokoto Nigeria was determined. Among the 150 subjects 3(2.0%) of subjects were positive for K and 147(98.0) were negative for K antigen. Table 1 shows the prevalence of Kell antigen among subjects.
Distribution of Kell antigen based on parity
Of the 150 subjects 32 were primigravidae (%) while 118 were multigravidae. Of the 32 primigravidae, 1 woman (3.1%) was Kell positive while 31 (96.9) were Kell negative. Also 2 out of the 118 multigravidae women (1.7%) were Kell positive while 116 (98.3%) were Kell negative. Table 2 show the distribution of K negative phenotype based on parity.
Distribution of subjects based on ethnicity
The distribution of Kell phenotype among the pregnant subjects was compared based on ethnicity. The Hausa ethnic group constituted the most predominant ethnic groups 94(62.7%) compared to 20(13.3%), Igbo 20(13.3%), Fulani 13(8.7%), others minority ethnic groups 13 (8.7%) and Yoruba 10(6.7%). The prevalence of Kell phenotype was significantly higher among the Hausa ethnic group (3.2%) compared to other ethnic groups that indicated zero prevalence (p=0.001). Kell negative phenotype was ≥ 96.8% among all the ethnic groups. Table 3 shows the prevalence of Kell antigen among subjects based on ethnicity.
Discussion
Information about the prevalence of blood group antigens in a population is useful for providing better blood transfusion services and in the effective and evidenced-based management of HDFN.
This research work was carried out to determine the prevalence of Kell phenotype among pregnant women in Sokoto, North Western Nigeria. Among the pregnant women studied, we observed a Kell antigen prevalence of (2%). Our finding is consistent with previous report by Lamba and colleagues [13] who observed a Kell antigen prevalence of 2.8% among their cohort of 1,000 healthy and regular repeat blood donors in India. Our finding is also consistent with a previous report by Chaudhary and colleagues [14] among North Indian blood donors which reported a Kell prevalence of 1.92%.
Similarly, Ugboma and Nwauche [15] in Port Harcourt investigated the prevalence of Kell antigen among their patients and reported a Kell antigen prevalence of 2%. Our observed prevalence of 2.0% is however lower than a prevalence of 5.56% observed by Thakral and colleagues [16] among North Indian blood donors. Our observed prevalence is also lower than that previously reported among Caucasians (9%) [17] [18] [19] . Our observed Kell prevalence is also lower than a 3.5% prevalence obtained by Makroo and colleagues [20] among their cohort of 3073 blood donors in India. Racial differences seem to exist in Kell blood group antigen distributions [13, 19] . A study of randomly selected 123 regular Maldivian blood group O blood donors who were phenotyped for Kell blood group antigen indicated a prevalence of 5.7% [21] . Similarly a previous report among 115 blood donors who were investigated in South Gujarat, India for extended antigen typing, reported no Kell phenotype [22] . Also, a previous study by Lin and colleagues [23] Page number not for citation purposes [34] . Anti-K was detected with a frequency of 1.0% in a previous study [29] that investigated 500 pregnant women for clinically significant red cell antibodies in Port Harcourt, Nigeria. Anti-K related HDFN can be severe and there is evidence that anti-K can recognize K antigens expressed in the early stage of erythroid development in the foetal liver and can cause anaemia by suppressing erythropoiesis [34, 35] .
A previous study investigated the prevalence of red cell antibodies among pregnant women in Sweden and observed eight hundred and twenty-one alloantibodies in 629 immunized pregnant women with 753 foetuses. An overall antibody incidence of 0.57% was observed which included 373 clinically significant antibodies found in 261 mothers (0.24%). Multiple antibodies were present in 8.2% of all samples. Anti-K HDFN was reported in16 Kell-positive babies out of whom three required phototherapy and one required exchange transfusions [36] .
Our finding underscores the importance of routine screening of pregnant women for clinically red cell antigens [37] . Pregnant women with K antibodies will need to be effectively managed by a gynaecologist to reduce the risk of HDFN. Effective management will involve checking the paternal sample for their Kell antigen status. If the husband is Kell positive, there may be need to determine the foetal Kell genotype using maternal plasma at 20 weeks gestation [42] . If the foetal Kell genotype is positive, the anti-K titre will need to be monitored every 4 weeks until 28 weeks gestation and every 2 weeks thereafter. There is a high risk of HDFN if the anti-Kell titre is 32 or greater or if there has been a Page number not for citation purposes 5 significant rise since last titration [43, 44] . At delivery it is important to monitor baby's blood group, direct antiglobulin test, haemoglobin and bilirubin [45] . Severely jaundiced baby may be managed with phototherapy or with exchange blood transfusion to prevent Foetal anaemia in anti-K HDN is due to suppression of erythropoiesis. The Kell glycoprotein emerges on erythroid progenitors, by macrophages in the foetal liver, before they develop into haemoglobinized erythroblasts [46] . As RBC precursors contain no haemoglobin, the release of bilirubin is reduced during haemolysis, therefore jaundice is not as common, but severe anaemia may occur [3] . This is supported by in vitro studies which have shown that antibodies to Kell inhibit growth of KEL 1 progenitor cells. In order to prevent HDFN, it is necessary for the detection of the foetal KEL 1 gene [1] . In pregnant women with anti-KEL1 and who have a partner with KEL 1 and 2, prediction of KEL1 phenotype from tests on foetal DNA allows obstetricians to adjust management of the pregnancy based on whether the foetus is at risk of developing HDFN.
Conclusion
Our study indicates that blood group antigens can be distributed differently within different nationalities. Our observed prevalence of Kell phenotype is consistent with previous studies among Blacks and Asians but significantly lower than values observed in previous studies among Caucasians.
Recommendations
We recommend that all pregnant women should be screened for the 
Limitations
This study had some limitations. Firstly the sample size for this study was relatively small compared to the huge population of the North West zone in particular and the Nigeria nation in general. The prevalence obtained in this study gives an estimate on the frequencies of the Kell phenotype among pregnant women in Sokoto, North West, Nigeria. Cost implications as well as access to reagents was a limiting factor that affected the number of subjects included in this study. There is need for a nationwide study to determine the prevalence of Kell blood group antigens among Nigerians. Secondly, we used the conventional manual tube method in the screening of our cohort of pregnant women for Kell phenotype. Some previous reports which utilized more sensitive automated testing instrument using commercial antisera and gel card methods. Evidenced -based best practices in most developed countries indicates that the gel and glass beads-based card method has several advantages over the conventional tube method ; paediatric friendly because they require small volume of patient specimen, unlike with tube methods, no washing of the antiglobulin is required, it is more standardized and does not require the use of subjective red cell suspension preparation required with tube testing, results are more objective (clear, eye and analyser readable) and does not require use of microscopes which is a requirement in tube testing, it is easy to automate unlike conventional tube method and thus very useful for high throughput laboratories. It also facilitates large batch testing with no risk of possible mix-up of patient sample common with tube testing and it is more sensitive and specific and has the capacity to detect very weak reactions unlike conventional tube method.
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